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A Case of Intracranial Hypoglossal Neurinoma with Extracranial Extension

Dal Won Song, M.D., Hee Jun Kim, M.D.,
Bok Su Lee, M.D., Man Bin Yim, M.D.*

Department of Otolaryngology and Neurosurgery,* Keimyung University School of Medicine, Taegu, Korea

Neurinoma originates from any nerve covered with a Schwann cell sheath and can occur in any cranial,
sympathetic, or peripheral nerve. Hypoglossal neurinomas are rare and most of them are intracranial, but they
may extend extracranially. Most intracranial neurinoma arise from the sensory division of cranial nerve but a
motor nerve such as hypoglossal nerve is rarely involved. Although the typical sign of hypoglossal neurinoma is
ipsilateral hemiatrophy of the tongue, it is easily overlooked. For the diagnosis of hypoglossal nerve tumor, CT
scanning with contrast enhancement and MRI should be included, and they are greatly aids in planning the

radical removal of the tumor.

We experienced a case of intracranial hypoglossal neurinoma with extracranial extension in a 43-year-old
woman. The patient showed otherwise unremarkable except 4 months history of right infraauricular mass and
right tongue hemiatrophy. Computed tomography and magnetic resonance imaging for local diagnosis was
valuable and we could remove the mass by one stage operation via suboccipital transcervical approach.

KEY WORDS : Neurinoma - Hypoglossal nerve - Suboccipital transcervical approach.
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Brain MRI shows inhomogeneous enhanced mass at right
parapharyngeal space and central necrosis(white arrow) at
suprahyoid level in Gd-DTPA enhanced coronal T1-weight-
ed image.

Fig. 1.

Fig. 2. Brain MRI shows intracranial mass(black arrow) at cerebello-
pontine angle with high signal intensity in T2-weighted im-
age.
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Fig. 3. The operative finding shows yellowish red colored, relatively
soft nature intracranial mass(M) in right CPA area(black ar-
rows indicate extracraial extension of mass throuth jugular
foramen, D indicate dura mater).

Fig. 4. The operative finding shows extended right parapharyngeal
mass(M). The mass displace internal carotid artery(A) me-
dially and internal jugular vein(V) laterally.
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Fig. 5. Microscopic finding of tumor tissue show high and low cel-
lular area of spindle cells with palisading pattern(H and E
stain, X200).
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